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The effect of psychotherapy for depression on
improvements in social functioning: a meta-analysis
F. Renner1*, P. Cuijpers2 and M. J. H. Huibers1,2
1Department of Clinical Psychological Science, Maastricht University, The Netherlands
2Department of Clinical Psychology, VU University Amsterdam, The Netherlands
Background. Patients with depression often report impairments in social functioning. From a patient perspective,
improvements in social functioning might be an important outcome in psychotherapy for depression. Therefore, it is im-
portant to examine the effects of psychotherapy on social functioning in patients with depression.
Method. We conducted a meta-analysis on studies of psychotherapy for depression that reported results for social func-
tioning at post-treatment. Only studies that compared psychotherapy to a control condition were included (31 studies
with 2956 patients).
Results. The effect size of psychotherapy on social functioning was small to moderate, before [Hedges’ g=0.46, 95%
conﬁdence interval (CI) 0.32–0.60] and after adjusting for publication bias (g=0.40, 95% CI 0.25–0.55). Univariate mod-
erator analyses revealed that studies using care as usual as a control group versus other control groups yielded lower
effect sizes, whereas studies conducted in the USA versus other countries and studies that used clinician-rated instru-
ments versus self-report yielded higher effect sizes. Higher quality studies yielded lower effect sizes whereas the number
of treatment sessions and the effect size of depressive symptoms were positively related to the effect size of social func-
tioning. When controlling for these and additional characteristics simultaneously in multivariate meta-regression, the ef-
fect size of depressive symptoms, treatment format and number of sessions were signiﬁcant predictors. The effect size of
social functioning remained marginally signiﬁcant, indicating that improvements in social functioning are not fully
explained by improvements in depressive symptoms.
Conclusions. Psychotherapy for depression results in small to moderate improvements in social functioning. These
improvements are strongly associated with, but not fully explained by, improvements in depressive symptoms.
Received 4 July 2013; Revised 1 November 2013; Accepted 3 December 2013
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Introduction
Social functioning can be deﬁned as the degree
to which a person is able to fulﬁl various roles in differ-
ent social environments such as at work, at home, in
relationships or during leisure activities (Bosc, 2000).
Patients with depression usually report deﬁcits in
social functioning in addition to depressive symptoms
(Hirschfeld et al. 2000). These impairments are often
long-lasting and are equal to or exceed those of chronic
medical illnesses such as myocardial infarction
and diabetes (Hays et al. 1995). Impairments in social
functioning in depression contribute strongly to the
increased burden of depression (Greenberg et al.
2003; Eaton et al. 2008) and predict depressive relapse
and recurrences (e.g. Leon et al. 1999; Judd et al. 2000;
Solomon et al. 2004; Vittengl et al. 2009). Impairments
in social functioning in depression are also related
to high economic costs. The impact of depression on
work functioning, which is one important aspect of
the broader concept of social functioning, often exceeds
that of other chronic illnesses. In 2011, about 13.3 mil-
lion work days were lost due to depression and anxiety
disorders in the UK (ONS, 2012). These ﬁndings stress
the importance of including social functioning as an
outcome measure in treatment studies of depression.
Treatment outcome studies in depression usually
focus on the effects of treatment in improving depress-
ive symptom severity rather than social functioning.
For example, several meta-analyses have shown that
different types of psychotherapy for depression are
moderately effective in reducing depressive symptoms
(e.g. Cuijpers et al. 2008a; Barth et al. 2013) but no
meta-analysis to date has quantiﬁed the effects of psy-
chotherapy on social functioning in depression. Deﬁni-
tions of response and remission in depression outcome
studies are exclusively based on relative and absolute
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improvements in symptom severity. Although meas-
ures of symptom severity tend to include aspects of
social functioning, improvements in social functioning
are not usually explicitly included in the deﬁnition
of response, remission or recovery from depression.
The World Health Organization (WHO, 1948) deﬁnes
health as ‘a state of complete physical, mental and
social well-being and not merely the absence of disease
or inﬁrmity’. Moreover, from a patient perspective, im-
provements in social functioning might be a preferred
treatment outcome. For example, Zimmerman et al.
(2006) found that, among 535 out-patients with major
depressive disorder (MDD), a return to a normal
level of functioning at work, home or school was
rated among the three most important factors in deter-
mining whether a depression was in remission.
Similarly, in a qualitative study on treatment goals of
depressed out-patients, Battle et al. (2010) found that
patients with MDD commonly articulated improving
their social and family relationships as desired treat-
ment goals. Mintz et al. (1992) compiled data from 10
published treatment studies (psychotherapy and anti-
depressants) and found that one aspect of social func-
tioning, work impairment, improved with symptom
remission, although improvements in work function-
ing were slower than symptomatic improvements.
Given that no meta-analysis to date has estimated
the effects of psychotherapy for depression on social
functioning, it is not clear how large the effects of psy-
chotherapy for depression on social functioning are,
whether these effects are smaller, equal to, or exceed
the effects of psychotherapy on symptom severity
and whether these effects differ between different
types of psychotherapy. The aim of this meta-analysis
was to summarize the effects of psychotherapy for
depression on improvements in social functioning.
We hypothesized that psychotherapy for depression
has positive effects on social functioning; that there
are no differences between different types of psycho-
therapy for depression with regard to improvements
in social functioning; and that the effects of psycho-
therapy for depression on social functioning are posi-
tively correlated with the effects of psychotherapy for
depression on depressive symptom severity.
Method
Study selection
We used a database of 1476 papers on the psychologi-
cal treatment for depression. A detailed description of
the methods that were used to build the database is
available elsewhere (Cuijpers et al. 2008c). This data-
base is continuously updated, available to other re-
searchers (www.evidencebasedpsychotherapies.com)
and has been used previously in a series of meta-
analyses.
For the current meta-analyses we included studies
comparing the effects of psychological interventions
for depression with a control condition [waiting list,
care as usual (CAU) or placebo]. We further included
only studies that classiﬁed depression according to a
diagnostic interview or elevated depression levels on
validated self-report questionnaires. Studies in chil-
dren and adolescents (age<18 years) were excluded,
as were studies that did not provide post-treatment
means and standard deviations (or other statistics
from which these could be computed) of depression
severity or social functioning. Studies on continuation
or maintenance treatments were also excluded, as
were studies on unguided self-help treatments. We
deﬁned instruments that assess social functioning as
any instruments that have the aim to assess function-
ing in any of the following social domains: interper-
sonal contacts, partner relationship, work or study,
and leisure or recreation activities. Studies speciﬁcally
assessing marital or dyadic adjustment and studies
assessing global functioning were not included. We in-
cluded studies that assessed social functioning based
on self-report, observer or clinician ratings.
Quality assessment
We used four criteria from the Cochrane risk of bias
assessment tool (Higgins et al. 2011) to assess the
quality of the included studies: random sequence
generation (rated positive if the randomization scheme
was generated correctly); allocation concealment (rated
positive if allocation to conditions was conducted
by an independent party); blinding of outcome as-
sessment (rated positive if assessors were blind to
treatment condition); and handling of incomplete out-
come data (rated positive if intention-to-treat analyses
were conducted).
Statistical analyses
For the univariate analyses we used the program
Comprehensive Meta-Analysis (Biostat Inc., USA).
We calculated the effect size (Hedges’ g) for each com-
parison between psychotherapy and a control group as
an indicator of the difference between the two groups
at post-test. To calculate the effect sizes, the average
score of the experimental group at post-test was sub-
tracted from the average score of the control group at
post-test and the result was divided by the pooled
standard deviation. To correct for small sample bias,
we followed the procedures suggested by Hedges &
Olkin (1985). We calculated separate effect sizes for
social functioning and depression. Mean effect sizes
were calculated using a random effects model to
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account for the heterogeneity among studies. The ran-
dom effects model assumes that all included studies
are estimating different (underlying) effect sizes. To
test the homogeneity of effect sizes, we calculated I2
and the Q statistic (Higgins et al. 2003). Publication
bias was assessed by visual inspection of a funnel
plot and by the trim-and-ﬁll procedure, which pro-
vides an adjusted estimate of the overall effect size,
after adjusting for publication bias (Duval &
Tweedie, 2000). A random effects model was used to
look for missing studies.
We used meta-regression analyses to test whether
there was a relationship between the effect sizes of
social functioning and the effect sizes of depression
severity. For categorical study characteristics, a series
of subgroup or moderator analyses was conducted
using a mixed effect model. Tests for signiﬁcance be-
tween the different subgroups were conducted using
a ﬁxed effects model. For continuous variables, meta-
regression analyses were used. Multivariate analyses
were conducted using Stata/SE 12.0 for Windows
(Stata Corporation, USA). In these analyses the
weighted effect size in social functioning at post-
treatment was the dependent variable and the effect
size of depressive symptom severity at post-treatment
along with potential confounding variables were
entered as predictors.
Results
Selection and inclusion of studies
Three hundred and ﬁfty-two randomized clinical trials
(RCTs) were included in the database. Of these studies,
204 included a control group. The method and results
sections of these 204 studies and the corresponding
duplicate studies were checked to determine whether
a measure of social functioning was included.
Thirty-one studies met our inclusion criteria, reported
social functioning at post-test, and were included in
the meta-analyses comparing the effects of psycho-
therapy (versus control group) on social functioning.
Description of included studies
The characteristics of the included studies are pre-
sented in Table 1. The total number of participants in
the 31 included studies was 2956 (1655 in the treatment
condition and 1301 in the control condition). In 11
of the 31 studies, participants were recruited through
the community, 13 used clinical referral and seven re-
lied on other recruitment strategies. Seventeen studies
focused on adults in general, eight studies only in-
cluded women (two only women with postpartum de-
pression, one only infertile women, one only women
seeking care following miscarriage, one only women
with a history of childhood trauma), ﬁve studies
focused speciﬁcally on older adults, and one study
included adults with a general medical condition.
Some studies compared more than one type of psycho-
therapy to a control group, resulting in a total number
of 39 comparisons between psychotherapy and a con-
trol group. In 18 of the 39 comparisons, cognitive
behavioural therapy (CBT) (including three studies
on coping with depression course) was compared to
a control group; six comparisons were between inter-
personal psychotherapy (IPT) and a control group;
four comparisons were between problem solving ther-
apy and a control group and the remaining 11 compar-
isons were between a control group and acceptance
and commitment therapy, behavioural activation, dia-
lectic behavioural therapy, guided self-help, integrative
and instrumental reminiscence therapies, interpersonal
counselling, psychodynamic therapy or supportive
therapy. The control group consisted of CAU (19
studies), wait-list control (eight studies) or other con-
trol conditions (four studies; active socialization, medi-
tation, pill placebo). Various instruments were used to
assess social functioning: the Social Adjustment Scale
(SAS; self-report or clinician rated or modiﬁed version;
Weissman et al. 1978) was used by 14 studies; the
social functioning subscale of the Medical Outcomes
Study (MOS) 36-item Short-Form Health Survey
(SF-36; Ware & Sherbourne, 1992) was used by ﬁve stu-
dies; the Inventory of Interpersonal Problems (IIP;
Horowitz et al. 2000) was used by two studies; two
studies used the Sheehan Disability Scale (SDS;
Sheehan, 1983) to assess social functioning; and the re-
maining studies used other instruments to assess social
functioning.
Quality of included studies
Sixteen studies reported having used an adequate
sequence generation (method to generate the random
allocation sequence); in 18 studies random allocation
to conditions was conducted by an independent
researcher; in 24 studies assessors were blind to treat-
ment condition; intention-to-treat analyses was con-
ducted in 23 of the included studies. Eight studies
met all four quality criteria.
Meta-analyses
Effects of psychotherapy on social functioning
Between-study heterogeneity was large (Q=129.22,
p<0.001, I2=70.59) and therefore random effect models
were used in subsequent analyses. Figure 1 provides
an overview of the effect sizes of social functioning
in each study. The mean effect of psychotherapy
on social functioning was small to moderate (Hedges’
g=0.46, 95% CI 0.32–0.60) and signiﬁcantly different
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Table 1. Selected characteristics of studies comparing psychotherapies with non-treatment control conditions in patients with depression
Study
Recruitment
setting
Deﬁnition of
depression
Target
group
Psychotherapy
(format) n
No. of
sessions
Control
group N ITT
Outcome measures
CountrySocial adjustment Depression
Allart-van Dam et al.
2003
Community Subthreshold Adults CWD (group) 61 12 CAU 41 + SIG BDI EU
Berger et al. 2011 Community MDD Adults GSH 25 10 WL 26 + IIP BDI-II EU
Choi et al. 2012 Community MDD Adults GSH (CBT) 32 6 WL 31 + SDS BDI Other
Dobkin et al. 2011 Community Mood disorder GMP Adults CBT (individual) 41 10 CAU 39 + SF-36 social functioning HAMD; BDI USA
Dowrick et al. 2000 Other Mood disorder Adults PST (individual) 98 6 CAU 139 + SF-36 social functioning BDI UK
CWD (group) 80 12
Ekers et al. 2011 Clinical Mood disorder Adults BA (individual) 16 12 CAU 22 + WSAS BDI-II; QIDS;
GDS
UK
Faramarzi et al. 2008 Other MDD Women CBT (group) 29 10 CAU 30 − GHQ social dysfunction BDI Other
Fledderus et al. 2012 Community Other Adults GSH (ACT-E) 125 9 WL 126 + MHC-SF-SOC CES-D EU
GSH (ACT-M) 125 9
Grote et al. 2009 Other Other Women with
PPD
Brief IPT 25 8 CAU 28 + SAS BDI USA
Haringsma et al.
2006
Community Subthreshold Older adults CWD (group) 52 10 WL 58 + MOS-SF-20 social and
role functioning
CES-D; HADS EU
Harley et al. 2008 Clinical MDD Adults DBT (group) 10 16 WL 9 − SAS-SR BDI; HAMD USA
Klein et al. 1985 Community Mood disorder Adults CBT (group) 14 12 Other 8 − SAS-SR; LIFE-RIFT SCL-90; CMID USA
Laidlaw et al. 2008 Clinical MDD Older adults CBT (individual) 20 8 CAU 20 − WHOQOL social
relationships scale
BDI; GDS;
HAMD
UK
Lynch et al. 1997 Clinical Subthreshold Adults PST (individual by
telephone)
7 6 CAU 9 − DUKE social functioning
scale
BDI USA
Lynch et al. 2004 Clinical Other Adults PST (individual
by telephone)
9 6 CAU 13 − DUKE social functioning
scale
BDI USA
Miller & Weissman,
2002
Other Other Women IPT (individual by
telephone)
15 12 CAU 15 + SAS-SR HAMD USA
Miranda et al. 2003 Other MDD Women CBT (individual
or group)
90 8 CAU 89 + SAS-CR; SF-36 social
functioning scale
HAMD USA
Mynors-Wallis et al.
1995
Clinical MDD Adults PST (individual) 29 6 Other 26 + SAS-M BDI; HAMD UK
Neugebauer et al.
2006
Other Subthreshold Women IPC (individual) 10 6 CAU 9 + SF-36 role functioning
scale
HAMD USA
O’Hara et al. 2000 Other MDD Women with
PPD
IPT (individual) 48 12 WL 51 + SAS-SR BDI; HAMD USA
Perini et al. 2009 Community MDD Adults GSH (CBT) 27 6 WL 18 + SDS BDI-II Other
Propst et al. 1992 Community Other Adults RCTRT (individual) 10 18 WL 11 − SAS-CR BDI; HAMD USA
RCTNRT (individual) 9 18
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NRCTRT (individual) 9 18
NRCTNRT (individual) 10 18
Scott et al. 2000 Clinical Residual
symptoms
Adults CBT+CM (individual) 80 16 CAU 78 + SAS-CR BDI; HAMD;
RDS; CDI
UK
Serfaty et al. 2009 Community Mood disorder Older adults CBT (individual) 51 12 CAU 46 + SFQ BDI-II UK
Simpson et al. 2003 Clinical Other Adults DYN counselling
(individual)
83 5 CAU 80 + IIP; SAS-M BDI UK
Talbot et al. 2011 Clinical MDD Women IPT (individual) 34 16 CAU 24 + SAS-SR BDI; HAMD USA
van Schaik et al.
2006
Clinical MDD Older adults IPT (individual) 69 10 CAU 74 + SF-36 social
functioning scale
MADRS; GDS EU
Vitriol et al. 2009 Clinical Mood disorder Women DYN (individual) 44 12 CAU 43 + OQ-45 interpersonal
relationships and
social role scales
HAMD Other
Ward et al. 2000 Clinical Other Adults CBT (individual) 63 6 CAU 67 + SAS-M BDI UK
Supportive (individual) 67 6
Watkins et al. 1993 Clinical MDD Adults CBT (individual) 59 16 Other 62 + SAS-CR BDI; HAMD USA
IPT (individual) 61 16
Watt & Cappeliez,
2000
Community Other Older adults Integrative reminiscence
(group)
9 6 Other 9 − SAS-SR GDS; HAMD Other
Instrumental
reminiscence (group)
9 6
ACT-E, Acceptance and commitment therapy with extensive email support; ACT-M, acceptance and commitment therapy with minimal email support; BA, behavioural activation;
BDI, Beck Depression Inventory; BDI-II, BDI Second Edition; CAU, care as usual; CBT, cognitive behavioural therapy; CDI, Children’s Depression Inventory; CES-D, Center for
Epidemiologic Studies Depression Scale; CM, contingency management; CMID, Cornell Medical Index Depression Scale; CWD, Coping With Depression; DBT, dialectical behaviour
therapy skills training; DUKE, Duke health proﬁle; DYN, psychodynamic counselling; EU, European Union; GDS, Geriatric Depression Scale; GHQ, General Health Questionnaire;
GMP, general medical patients; GSH, guided self-help; HADS, Hospital Anxiety and Depression Scale; HAMD, Hamilton Rating Scale for Depression; IIP, Inventory of Interpersonal
Problems; IPC, interpersonal counselling; IPT, interpersonal psychotherapy; ITT, intention-to-treat; LIFE-RIFT, Range of Impaired Functioning Tool; MADRS, Montgomery–Åsberg
Depression Rating Scale; MDD, major depressive disorder; MHC-SF-SOC, Mental Health Continuum Short Form social functioning subscale; MOS-SF-20, Medical Outcomes Study
20-item Short-Form Health Survey; NRCTNRT, non-religious CBT, non-religious therapist; NRCTRT, non-religious CBT, religious therapist; OQ-45, Outcome Questionnaire; PPD,
postpartum depression; PST, problem solving therapy; QIDS, Quick Inventory of Depressive Symptomatology; RCTNT, religious CBT, non-religious therapist; RCTRT, religious CBT,
religious therapist; RDS, Raskin Depression Scale; SAS, Social Adjustment Scale; SAS-CR, Social Adjustment Scale clinician-rated; SAS-M, Social Adjustment Scale, Modiﬁed; SAS-SR,
Social Adjustment Scale, Self-Report; SCL-90, Symptom Checklist-90; SDS, Sheehan Disability Scale; SF-36, 36-item Short-Form Health Survey; SFQ, Social Functioning Questionnaire;
SIG, scale for interpersonal behaviour; WHOQOL, World Health Organization Quality of Life; WL, waiting list; WSAS, Work and Social Adjustment Scale.
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from zero (z=6.42, p<0.001). The funnel plot and the
trim-and-ﬁll procedure suggested the presence of poss-
ible publication bias (Fig. 2). After adjusting for pub-
lication bias using the trim-and-ﬁll procedure, the
overall effect size for the random effects model was
g=0.40 (95% CI 0.25–0.55).
We also computed the effect size of psychotherapy
on depressive symptom severity in the included
studies. The effect size of psychotherapy on depressive
symptom severity was moderate (Hedges’ g=0.58, 95%
CI 0.44–0.72) and signiﬁcantly different from zero (z=
8.06, p<0.001). After adjusting for publication bias
using the trim-and-ﬁll procedure, the overall effect
size for the random effects model decreased to g=
0.43 (95% CI 0.28–0.58).
Sensitivity analyses
In six studies, more than one type of psychotherapy
was compared with the same control group and there-
fore the effect sizes from these comparisons were not
independent. We conducted two sensitivity meta-
analyses by ﬁrst including only the largest effect
size for each study and then only including the smal-
lest effect size for each study. When only including
the largest effect sizes, the overall effect size was g=
0.43 (95% CI 0.27–0.58) and signiﬁcantly different
from zero (z=5.43, p<0.001). These estimates did not
change after adjusting for publication bias. When
only including the smallest effect sizes, the overall
effect size was g=0.38 (95% CI 0.24–0.53) and
Study ES (g) 95% CI
Propst, 1992 RCTNT
Propst, 1992 NRCTRT
Propst, 1992 RCTRT
Lynch, 1997
Propst, 1992 NRCTNRT
Watt, 2000 Inst
Ekers, 2011
Faramarzi, 2008
O’Hara, 2000
Dobkin, 2011
Grote, 2009
Mynors-Wallis, 1995
Berger, 2011
Fledderus, 2012 ACT-E
Watt, 2000 Iteg
Fledderus, 2012 ACT-M
Scott, 2000
Choi, 2012
Harley, 2008
Vitriol, 2009
Miller, 2002
Watkins, 1993 IPT
Serfaty, 2009
Dowrick, 2000 PST
Laidlaw, 2008
Watkins, 1993 CBT
Ward, 2000 NDC
Van Schaik, 2006
Perini, 2009
Miranda, 2003
Dowrick, 2000 CWD
Ward, 2001 CBT
Talbot, 2011
Haringsma, 2006
Allart-van Dam, 2003
Simpson, 2003
Lynch, 2004
Neugebauer, 2006
Klein, 1985
Pooled
2.71
2.04
1.82
1.66
1.28
1.27
1.14
1.11
1.04
0.99
0.95
0.76
0.63
0.58
0.56
0.56
0.53
0.51
0.36
0.36
0.33
0.31
0.30
0.27
0.25
0.21
0.19
0.17
0.15
0.12
0.11
0.10
0.02
0.01
-0.05
-0.10
-0.20
-0.37
-0.66
0.46
1.52 to 3.91
0.99 to 3.10
0.83 to 2.81
0.56 to 2.75
0.37 to 2.19
0.30 to 2.24
0.46 to 1.82
0.56 to 1.65
0.62 to 1.46
0.53 to 1.45
0.39 to 1.51
0.22 to 1.30
0.08 to 1.19
0.33 to 0.83
-0.34 to 1.45
0.30 to 0.81
0.21 to 0.84
0.01 to 1.01
-0.51 to 1.23
-0.06 to 0.78
-0.37 to 1.04
-0.13 to 0.75
-0.10 to 0.70
0.01 to 0.53
-0.36 to 0.86
-0.26 to 0.68
-0.15 to 0.52
-0.16 to 0.50
-0.47 to 0.77
-0.17 to 0.42
-0.17 to 0.38
-0.24 to 0.44
-0.50 to 0.53
-0.37 to 0.38
-0.45 to 0.34
-0.40 to 0.21
-1.02 to 0.62
-1.24 to 0.49
-1.51 to 0.20
0.32 to 0.60
-2.00 0.00                2.00               4.00
Hedges’ g and 95% CI
Favours Control Favours Psychotherapy
Fig. 1. Standardized effect sizes (Hedges’ g) of the effects of psychotherapy for depression on social functioning compared
to control conditions. ACT-E, Acceptance and commitment therapy with extensive email support; ACT-M, acceptance and
commitment therapy with minimal email support; CBT, cognitive behavioural therapy; CI, conﬁdence interval; CWD,
Coping With Depression course; Inst, instrumental reminiscence; Integ, integrative reminiscence therapy; IPT, interpersonal
psychotherapy; NDC, non-directive counselling; NRCTNRT, non-religious CBT, non-religious therapist; NRCTRT,
non-religious CBT, religious therapist; PST, problem solving therapy; RCTNT, religious CBT, non-religious therapist;
RCTRT, religious CBT, religious therapist.
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signiﬁcantly different from zero (z=5.16, p<0.001).
These estimates did not change after adjusting for
publication bias.
One study was based on data from patients with
residual depressive symptoms (Scott et al. 2000). In a
sensitivity analysis, excluding this study, the effect
size remained the same (g=0.46, 95% CI 0.31–0.60).
To test whether one single individual study had a
strong impact on the overall effect size, we conducted
a several additional sensitivity analyses in which the
effect size was computed after excluding one study.
In these analyses, the effect size estimates ranged
from 0.43 to 0.48, indicating that no individual study
had a strong impact on the overall effect size.
Subgroup analyses
The results of the univariate subgroup analyses for
studies comparing psychotherapies to a control group
are shown in Table 2. Studies comparing psycho-
therapy to CAU resulted in smaller effect sizes (g=
0.33, 95% CI 0.16–0.50) than those of studies compar-
ing psychotherapy to other control groups (g=0.63,
95% CI 0.42–0.84, p<0.001). Studies that used an indi-
vidual treatment format resulted in larger effect sizes
(g=0.50, 95% CI 0.33–0.67) compared to studies that
used a group format (g=0.28, 95% CI −0.05 to 0.60,
p<0.01). Moreover, studies that were conducted in
the USA resulted in larger effect sizes (g=0.55, 95%
CI 0.34–0.75) compared to studies that were conducted
outside the USA (g=0.38, 95% CI 0.19–0.56, p<0.01).
Finally, studies that used clinical rating scales to assess
social functioning reported larger effect sizes (g=0.91,
95% CI 0.54–1.28) compared to studies that relied on
self-reported social functioning (g=0.39, 95% CI 0.24–
0.55, p<0.01).
We also tested whether studies that compared IPT
or CBT respectively to a control group resulted in
differential effect sizes compared to studies comparing
other types of treatment to a control group. No differ-
ences in effect size estimates emerged for studies com-
paring IPT to a control group versus studies comparing
other types of treatment to a control group (p=0.42)
or studies comparing CBT to a control group versus
studies comparing other types of treatment to a control
group (p=0.57). To further investigate whether one
broader cluster of psychotherapies resulted in differ-
ential effect sizes, we pooled the different types
of psychotherapies into two broad clusters: the
cognitive-behavioural cluster (acceptance and commit-
ment therapy, behavioural activation, CBT, coping
with depression course, dialectical behaviour therapy,
problem solving therapy) and a psychodynamic-
interpersonal cluster (IPT, interpersonal counselling,
psychodynamic counselling). Studies comparing treat-
ments from the cognitive-behavioural cluster to control
groups resulted in effect sizes (g=0.50, 95% CI 0.32–
0.68) comparable to those in studies comparing treat-
ments from the psychodynamic-interpersonal cluster
to control groups (g=0.32, 95% CI 0.31–0.60, p=0.14).
The other study characteristics were unrelated to the
effect size of social functioning.
Meta-regression analysis
We conducted a series of meta-regression analyses to
test whether selected study characteristic were related
to the effect size of psychotherapy at post-treatment.
There was a signiﬁcant association between the effect
size of social functioning and the effect size of de-
pression (slope: 0.71, 95% CI 0.55–0.88, p<0.001), sug-
gesting that, with each increase in the effect size of
depressive symptom severity by one, the effect size
of social functioning increased by 0.71 (Fig. 3). The
number of treatment sessions was also statistically
signiﬁcantly related to the effect size (slope: 0.03, 95%
Hedges' g
St
an
da
rd
 e
rro
r
-3 -2 -1 0 1 2 3
0.0
0.2
0.4
0.6
0.8
Fig. 2. Funnel plot of standard error by Hedges’ g.
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CI 0.01–0.05, p<0.01), indicating that studies with more
treatment sessions resulted in higher effect sizes. The
slope of 0.03 indicates that, for each increase in ﬁve ses-
sions, an increase in the effect size for social function-
ing of 0.15 was observed.
Multivariate analyses
We conducted a series of multivariate meta-analyses
with the effect size of social functioning as the depen-
dent variable and the effect size of depression severity
as the predictor. Additionally, we entered the same
variables that were used in the univariate subgroup
analyses as predictors. First, a full model, including
all potential predictors, was computed. We then re-
moved the least signiﬁcant predictor from the model
until a model with only signiﬁcant predictors remained
(backward deletion). The results of these analyses are
presented in Table 3.
In the full model, including all predictors, the effect
size of depression severity was a signiﬁcant predictor
of the effect of psychotherapy on social functioning
(b=0.93, 95% CI 0.61–1.25, p<0.001). The other predic-
tors were not statistically signiﬁcantly related to the ef-
fect size of psychotherapy for social functioning. In the
model including all predictors, the effect of psycho-
therapy on social functioning (constant) was not sign-
iﬁcant (p=0.49).
Next, non-signiﬁcant predictors were removed step
by step, until only signiﬁcant predictors remained.
After removing non-signiﬁcant predictors step by
step, the effect size of depressive symptom severity
remained as a signiﬁcant predictor of the effect
size of social functioning (b=0.81, 95% CI 0.59–1.03,
p<0.001), indicating that stronger effects of psycho-
therapy on depressive symptom severity were
positively associated with stronger effects of psycho-
therapy on social functioning. Moreover, the treatment
Table 2. Meta-analyses of studies comparing psychotherapy versus control groups: subgroup analyses testing associations between effect sizes
and study characteristics
Subgroup analysis n ES (g) 95% CI Z Q I2 p
Control group
CAU 21 0.33 0.16 to 0.50 3.71 55.55 64.00 <0.001
Other 18 0.63 0.42 to 0.84 5.90 58.07 70.73
Format
Individual 26 0.50 0.33 to 0.67 5.65 95.17 73.73 <0.01
Group 8 0.28 −0.05 to 0.60 1.69 23.00 69.57
Target group
Adults 33 0.48 0.33 to 0.63 6.22 119.96 73.32 0.10
Older adults 6 0.32 −0.05 to 0.68 1.71 6.56 23.75
Deﬁnition of depression
MDD 19 0.39 0.20 to 0.59 3.96 46.61 61.38 0.51
Other 20 0.53 0.32 to 0.74 5.04 82.10 76.86
Country
USA 20 0.55 0.34 to 0.75 5.27 73.87 74.28 <0.01
Other 19 0.38 0.19 to 0.56 4.00 45.95 60.83
Instrument used
Self-report 31 0.39 0.24 to 0.55 4.97 88.14 65.97 <0.01
Clinician rated 7 0.91 0.54 to 1.28 4.83 31.73 81.09
Gender
Females only 8 0.48 0.17 to 0.79 3.05 27.63 74.66 0.32
Mixed group 31 0.45 0.29 to 0.61 5.59 100.59 70.18
IPT v. other
IPT 6 0.47 0.12 to 0.81 2.65 16.78 70.20 0.42
Other 33 0.46 0.30 to 0.61 5.78 111.79 71.37
CBT v. other
CBT 18 0.51 0.30 to 0.72 4.83 70.58 75.91 0.57
Other 21 0.41 0.22 to 0.61 4.16 58.31 65.70
CAU, Care as usual; CBT, cognitive behavioural therapy; CI, conﬁdence interval; ES, effect size (Hedges’ g); IPT, interperso-
nal psychotherapy; MDD, major depressive disorder.
Analyses were conducted according to the random effects model; p values of the differences between subgroups are based
on ﬁxed effects.
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delivery format signiﬁcantly predicted the effect size
on social functioning (b=−0.32, 95% CI −0.56 to
−0.09, p<0.01), indicating that studies that used indi-
vidual treatment settings reported stronger effects
than studies that used a group psychotherapy format.
The number of treatment sessions was also statistically
signiﬁcantly associated with the effect size of social
functioning (b=0.03, 95% CI 0.01–0.06, p=0.01), indi-
cating that the effect size increased by 0.03 with each
additional treatment session. In the ﬁnal model, the
effect of psychotherapy on social functioning (con-
stant) remained marginally signiﬁcant (b=−0.27, 95%
CI −0.55 to 0.01, p=0.055), indicating that, on the
one hand, improvements in social functioning in
Regression of Depression ES on Hedges' g
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Fig. 3. Relationship between effect size for depressive symptom severity and effect size for social functioning.
Meta-regression analysis.
Table 3. Regression coefﬁcients of selected study characteristics predicting the effect size of social functioning: multivariate meta-regression
analyses
Full model Final model
B 95% CI S.E. p B 95% CI S.E. p
ES depression 0.93 0.61 to 1.25 0.15 <0.001 0.81 0.59 to 1.03 0.11 <0.001
Format −0.32 −0.77 to 0.13 0.22 0.15 −0.32 −0.56 to 0.09 0.12 <0.01
No. of sessions 0.04 −0.04 to 0.11 0.04 0.32 0.03 0.01 to 0.06 0.01 0.01
IPT v. other −0.19 −0.63 to 0.25 0.21 0.37 – – – –
CBT v. other −0.17 −0.58 to 0.24 0.20 0.40 – – – –
Type of instrument 0.20 −0.58 to 0.98 0.37 0.60 – – – –
Gender −0.10 −0.55 to 0.34 0.21 0.64 – – – –
Quality 0.04 −0.16 to 0.23 0.09 0.70 – – – –
Deﬁnition of depression −0.06 −0.49 to 0.38 0.21 0.79 – – – –
Target group −0.05 −0.49 to 0.38 0.21 0.80 – – – –
Type of control −0.01 −0.45 to 0.43 0.21 0.96 – – – –
Country −0.00 −0.48 to 0.47 0.23 0.99 – – – –
Constant −0.31 −1.24 to 0.61 0.44 0.49 −0.27 −0.55 to 0.01 0.14 0.055
CBT, Cognitive behavioural therapy; CI, conﬁdence interval; ES, effect size; IPT, interpersonal psychotherapy; S.E., standard
error.
To build the ﬁnal model the least signiﬁcant variable was dropped in a backwards regression analyses until only signiﬁcant
predictors remained.
Additional analyses that were entered in the full model were: type of control group, format (group v. individual), country
where the trial was conducted, type of instrument used (self-report v. clinician rated), number of treatment sessions, type of
diagnosis [DSM-IV-based major depressive disorder (MDD) v. cut-off on depression questionnaire], target group (older adults
v. adults), gender (females only v. mixed groups), type of treatment (CBT v. other and IPT v. other), quality of the trial. None
of these characteristics were signiﬁcantly related to the effect size of change in social–interpersonal functioning in the
multivariate analyses (all p values>0.05).
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psychotherapy for depression are strongly related to
improvements in depressive symptom severity where-
as, on the other hand, social functioning improvements
are, at least in part, independent of depressive
symptoms.
Discussion
The aim of this meta-analysis was to summarize the
effect of psychotherapy for depression on improve-
ments in social functioning. We found 31 studies
with a total of 2956 participants that compared psy-
chotherapy for depression with a control group and
assessed social functioning at post-treatment. Before
and after adjusting for publication bias, the overall
effect size was small to moderate. These ﬁndings sug-
gest that depressed patients receiving psychotherapy
for depression can beneﬁt not only in terms of amelior-
ation of depressive symptoms but also in terms of
improved functioning in various social roles such
as work, recreational and interpersonal relationships.
This is important because impairments in these areas
contribute strongly to the burden of disease in de-
pression (Greenberg et al. 2003; Eaton et al. 2008).
After controlling for the effects of psychotherapy on
depressive symptom severity and selective study
characteristic in multivariate meta-analyses, the effects
of psychotherapy on social functioning remained
marginally signiﬁcant, indicating that changes in social
functioning are not fully explained by changes in de-
pressive symptom severity. In other words, our results
suggest that social functioning improves as depressive
symptoms improve, although the direction or nature of
the presumed causal relationship remains unknown.
These ﬁndings are in line with previous studies
showing that changes in psychosocial functioning are
intercorrelated with changes in depressive symptom
severity (e.g. Vittengl et al. 2004; Dunn et al. 2012).
It should be noted that the current research
design does not allow us to determine the temporal re-
lationship of this association. It is not clear whether
improvements in depressive symptom severity drive
improvements in social functioning or vice versa. To de-
termine the temporal relationship between these con-
structs it would be necessary to establish a timeline
with repeated assessments of both constructs during
treatment (Kazdin, 2007). One previous process–out-
come study on the effects of cognitive therapy on
change in psychosocial adjustment found that im-
provements in psychosocial adjustment, assessed four
times during treatment, predicted subsequent reduc-
tions in depressive symptoms rather than vice versa
(Dunn et al. 2012). Future RCT-based studies with
control groups and repeated assessments of function-
ing and depressive symptoms throughout treatment
should aim to determine the causal relationship be-
tween these variables.
Overall, the effect size of social functioning was
smaller than the effect size of depressive symptom
severity. This ﬁnding is in line with previous studies
showing that impairments in social functioning often
persist, even after symptomatic recovery (e.g. Coryell
et al. 1993). Different explanations might account
for this ﬁnding. For example, it is possible that social
functioning takes more time to improve compared to
depressive symptom severity in psychotherapy for de-
pression. This explanation is in line with the ﬁndings of
a previous meta-analysis showing that recovery from
work impairments in depression takes longer than
symptom remission (Mintz et al. 1992). However,
impairments in social functioning might be more per-
sistent even in the long run and additional treatment
might be necessary to improve social functioning to a
pre-morbid level. Our ﬁnding that social functioning
improved less than depressive symptom severity
might have important prognostic implications for the
course of depression following treatment. For example,
it has been shown that residual impairments in social
functioning following treatment are related to relapse
and recurrences (e.g. Leon et al. 1999; Vittengl et al.
2009). Such ﬁndings stress the importance of including
social functioning as the main outcome in treatment
studies and in current deﬁnitions of response and re-
mission. It should be noted that, after adjusting for
publication bias, the effect size of social functioning
(g=0.40) was comparable to the adjusted effect size
of depressive symptoms (g=0.43).
We conducted subgroup analyses to test whether
selective study characteristics were differentially
related to the effects of psychotherapy on social func-
tioning. In interpreting the results of these analyses,
signiﬁcant associations should not be interpreted in
terms of causal associations. Our univariate subgroup
analyses indicated that studies that compared psycho-
therapy to CAU resulted in smaller effect sizes com-
pared to studies comparing psychotherapy to other
control conditions. This ﬁnding is in line with previous
meta-analyses summarizing the effects of psycho-
therapy on depressive symptom severity (e.g.
Cuijpers et al. 2008d). In our subgroup analyses, studies
with a CAU control condition were mainly compared
to studies with a wait-list control condition and it is
therefore not surprising that studies with CAU as the
control condition resulted in smaller effect sizes.
Our subgroup analyses further showed that studies
that were conducted in the USA and studies that
used clinician-rated scales to assess social functioning
yielded higher effect sizes than studies that were
conducted in other countries or studies that relied
on self-reported instruments of social functioning.
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Although speculative, it is possible that studies based
in the USA have a higher treatment delivery quality
and therefore achieve higher effect sizes. The ﬁnding
that clinician-rated instruments yielded higher effect
sizes than self-reported instruments is in line with
the results of an earlier meta-analysis showing that
clinician-rated instruments were associated with
higher effect-sizes of depressive symptom severity
(Cuijpers et al. 2010). In the current meta-analysis,
only three studies (seven comparisons) used a
clinician-rated instrument of social functioning and
hence this ﬁnding should be interpreted with caution.
Based on our ﬁndings, it is not clear whether one type
of assessment of social functioning is preferable over
the other and therefore it is probably best to include
both in future studies and clinical practice when asses-
sing social functioning.
There were no differences in improvements in social
functioning between different types of psychothera-
peutic interventions (CBT v. others; IPT v. others).
When interpreting these results it is important to
keep in mind that these ﬁndings are based on separate
sets of comparisons and not on direct comparisons of
different types of psychotherapies. Such indirect com-
parisons might be confounded by differences in patient
populations and other study characteristics and the
results should therefore be interpreted with caution.
Our ﬁndings are in line with previous meta-analyses
reporting that different types of psychotherapy are
approximately equally efﬁcacious in reducing depress-
ive symptoms (Cuijpers et al. 2008a). IPT focuses
speciﬁcally on social functioning (Weissman et al.
2000) and we might therefore expect that studies
that included IPT would result in larger effect sizes
of improvements in social functioning compared to
studies on other forms of psychotherapy. It is unclear
how our ﬁnding that improvements in social function-
ing were not different between IPT studies and other
studies relates to the literature on the mechanisms of
change in depression. It is possible, for example, that
IPT-based studies in this meta-analyses resulted in
initially stronger improvements in social functioning
but that these differences were no longer present at
post-treatment. However, it is impossible to test
this hypothesis in the current research design. Future
RCT-based studies with repeated assessments through-
out treatment should aim to determine the temporal
pattern of improvements in social functioning in differ-
ent types of psychotherapy for depression.
We found that the number of therapy sessions
was positively associated with the effect size of social
functioning, even after controlling for the effects on
depressive symptom severity in multivariate analyses.
This ﬁnding suggests that patients with depression
might beneﬁt from longer-term treatments or con-
tinuation treatments in terms of improvements in
social functioning. The relationship between the num-
ber of therapy sessions and the effect size of social
functioning was fairly small. Our analyses suggest
that an increase of ﬁve therapy sessions is associated
with an increase in the effect size of social functioning
of 0.15. This is in line with the ﬁndings of a recent
meta-analysis showing that there is a small association
between the number of therapy sessions and the effect
size of depressive symptom severity (Cuijpers et al.
2013). In the current meta-analysis, studies on con-
tinuation and maintenance treatments were excluded
and it therefore remains unclear whether continued
treatment is related to further improvements in social
functioning. In the univariate and multivariate meta-
analyses, we found that the treatment delivery format
was signiﬁcantly associated with improvements in
social functioning. Studies that used an individual
treatment format resulted in higher effect sizes com-
pared to studies that used a group format. On theoreti-
cal grounds it could be argued that group settings
should result in stronger improvements in social func-
tioning because group therapy, by deﬁnition, takes
place in a social interpersonal context allowing, for
example, social and interpersonal conﬂicts to be con-
ducted in vivo in the group. Empirically, our ﬁnding
that individual treatments resulted in higher effect
sizes of social functioning is in line with the results
of a previous meta-analysis showing that an individual
treatment format for depression is associated with
higher effect sizes of depressive symptom severity
(Cuijpers et al. 2008b).
Several important limitations should be mentioned.
First, the number of studies was relatively small
and accordingly it was not possible to compare effect
sizes between speciﬁc types of treatment other than
CBT and IPT. For example, it would be of interest to
test whether psychotherapies for depression that
focus on engagement in psychosocial activities (e.g.
behavioural activation) are related to stronger im-
provements in psychosocial adjustments compared to
other forms of psychotherapies. A related limitation
of this meta-analysis is that comparisons between
different types of psychotherapies were based on sep-
arate sets of comparisons and not on direct com-
parisons of different types of psychotherapies. The
number of comparative outcome studies in the current
meta-analysis was too small to allow for such a direct
comparison. Second, the quality of included studies
was, on average, fairly low. As quality was negatively
associated with the effect size, it might be that the
effect sizes in the current meta-analysis were over-
estimated. Third, we compared the effects of psycho-
therapy versus control groups at one assessment
moment and hence we could not draw any conclusions
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regarding the temporal relationships between changes
in social functioning and changes in depressive symp-
tom severity. The current meta-analysis was based on
study-level data. Another approach that might also
allow for analyses of temporal relationships and a
more ﬁne-grained analysis of predictors would have
been to conduct an individual patient-level meta-
analysis based on the original datasets of included
studies. Finally, we assessed overall improvements in
social functioning rather than domain-speciﬁc improve-
ments. It is possible, for example, that some aspects of
functioning show stronger improvements (e.g. recrea-
tional functioning) than others (e.g. work functioning).
Despite these limitations, our ﬁndings have import-
ant implications for clinical practice and future re-
search. First, the results of this meta-analysis suggest
that psychotherapy for depression is associated with
improvements in social functioning. This is an import-
ant ﬁnding because improvements in social function-
ing are a highly desirable outcome from a patient
perspective. Second, future research should aim to
determine the temporal relationship between social
functioning and depressive symptom severity by
assessing both depressive symptom severity and social
functioning repeatedly throughout treatment. Finally,
compared to the total number of RCTs on different
types of psychotherapies for depression, the number
of studies that included measures of social functioning
as treatment outcome was relatively small, which
reﬂects the current focus of treatment outcome studies
on depressive symptom severity rather than function-
ing. Including social functioning as the main outcome,
in addition to symptomatic improvements, in treat-
ment studies for depression might add to a more com-
plete deﬁnition of treatment effects.
In conclusion, psychotherapy for depression has
small to moderate positive effects on the social func-
tioning of depressed patients and no differences be-
tween different types of psychotherapies emerged.
Declaration of Interest
None.
References
Allart-van Dam E, Hosman CMH, Hoogduin CAL,
Schaap CPDR (2003). The coping with depression course:
short-term outcomes and mediating effects of a randomized
controlled trial in the treatment of subclinical depression.
Behavior Therapy 34, 381–396.
Barth J, Munder T, Gerger H, Nüesch E, Trelle S, Znoj H,
Jüni P, Cuijpers P (2013). Comparative efﬁcacy of seven
psychotherapeutic interventions for patients with
depression: a network meta-analysis. PLoS Medicine 10,
e1001454.
Battle CL, Uebelacker L, Friedman MA, Cardemil EV,
Beevers CG, Miller IW (2010). Treatment goals of
depressed outpatients: a qualitative investigation of goals
identiﬁed by participants in a depression treatment trial.
Journal of Psychiatric Practice 16, 425–430.
Berger T, Hämmerli K, Gubser N, Andersson G, Caspar F
(2011). Internet-based treatment of depression: a
randomized controlled trial comparing guided with
unguided self-help. Cognitive Behaviour Therapy 40,
251–266.
Bosc M (2000). Assessment of social functioning in
depression. Comprehensive Psychiatry 41, 63–69.
Choi I, Zou J, Titov N, Dear BF, Li S, Johnston L,
Andrews G, Hunt C (2012). Culturally attuned internet
treatment for depression amongst Chinese Australians: a
randomised controlled trial. Journal of Affective Disorders
136, 459–468.
Coryell W, Scheftner W, Keller M, Endicott J (1993).
The enduring psychosocial consequences of mania and
depression. American Journal of Psychiatry 150, 720–727.
Cuijpers P, Huibers M, Daniel Ebert D, Koole SL,
Andersson G (2013). How much psychotherapy is needed
to treat depression? A metaregression analysis. Journal of
Affective Disorders 149, 1–13.
Cuijpers P, Li J, Hofmann SG, Andersson G (2010).
Self-reported versus clinician-rated symptoms of
depression as outcome measures in psychotherapy research
on depression: a meta-analysis. Clinical Psychology Review
30, 768–778.
Cuijpers P, van Straten A, Andersson G, van Oppen P
(2008a). Psychotherapy for depression in adults: a
meta-analysis of comparative outcome studies. Journal of
Consulting and Clinical Psychology 76, 909–922.
Cuijpers P, van Straten A, Warmerdam L (2008b). Are
individual and group treatments equally effective in the
treatment of depression in adults? A meta-analysis.
European Journal of Psychiatry 22, 38–51.
Cuijpers P, van Straten A, Warmerdam L, Andersson G
(2008c). Psychological treatment of depression: a
meta-analytic database of randomized studies.
BMC Psychiatry 8, 36.
Cuijpers P, van Straten A, Warmerdam L, Smits N (2008d).
Characteristics of effective psychological treatments of
depression: a metaregression analysis. Psychotherapy
Research 18, 225–236.
Dobkin RD, Menza M, Allen LA, Gara MA, Mark MH,
Tiu J, Bienfait KL, Friedman J (2011). Cognitive-behavioral
therapy for depression in Parkinson’s disease: a
randomized, controlled trial. American Journal of Psychiatry
168, 1066–1074.
Dowrick C, Dunn G, Ayuso-Mateos JL, Dalgard OS, Page H,
Lehtinen V, Casey P, Wilkinson C, Vazquez-Barquero JL,
Wilkinson G (2000). Problem solving treatment and
group psychoeducation for depression: multicentre
randomised controlled trial. Outcomes of Depression
International Network (ODIN) Group. British Medical
Journal 321, 1450–1454.
12 F. Renner et al.
Dunn TW, Vittengl JR, Clark LA, Carmody T, Thase ME,
Jarrett RB (2012). Change in psychosocial functioning
and depressive symptoms during acute-phase cognitive
therapy for depression. Psychological Medicine 42, 317–326.
Duval S, Tweedie R (2000). Trim and ﬁll: a simple
funnel-plot-based method of testing and adjusting
for publication bias in meta-analysis. Biometrics 56,
455–463.
Eaton WW, Martins SS, Nestadt G, Bienvenu OJ, Clarke D,
Alexandre P (2008). The burden of mental disorders.
Epidemiologic Reviews 30, 1–14.
Ekers D, Richards D, McMillan D, Bland JM, Gilbody S
(2011). Behavioural activation delivered by the
nonspecialist: Phase II randomised controlled trial. British
Journal of Psychiatry 198, 66–72.
Faramarzi M, Kheirkhah F, Esmaelzadeh S, Alipour A,
Hjiahmadi M, Rahnama J (2008). Is psychotherapy a
reliable alternative to pharmacotherapy to promote the
mental health of infertile women? A randomized clinical
trial. European Journal of Obstetrics, Gynecology, and
Reproductive Biology 141, 49–53.
Fledderus M, Bohlmeijer ET, Pieterse ME, Schreurs KMG
(2012). Acceptance and commitment therapy as guided
self-help for psychological distress and positive mental
health: a randomized controlled trial. Psychological Medicine
42, 485–495.
Greenberg PE, Kessler RC, Birnbaum HG, Leong SA,
Lowe SW, Berglund PA, Corey-Lisle PK (2003). The
economic burden of depression in the United States: how
did it change between 1990 and 2000? Journal of Clinical
Psychiatry 64, 1465–1475.
Grote NK, Swartz HA, Geibel SL, Zuckoff A, Houck PR,
Frank E (2009). A randomized controlled trial of culturally
relevant, brief interpersonal psychotherapy for perinatal
depression. Psychiatric Services 60, 313–321.
Haringsma R, Engels GI, Cuijpers P, Spinhoven P (2006).
Effectiveness of the Coping With Depression (CWD)
course for older adults provided by the community-based
mental health care system in the Netherlands: a
randomized controlled ﬁeld trial. International
Psychogeriatrics 18, 307–325.
Harley R, Sprich S, Safren S, Jacobo M, Fava M (2008).
Adaptation of dialectical behavior therapy skills training
group for treatment-resistant depression. Journal of Nervous
and Mental Disease 196, 136–143.
Hays RD, Wells KB, Sherbourne C, Rogers W, Spritzer K
(1995). Functioning and well-being outcomes of
patients with depression compared with chronic general
medical illnesses. Archives of General Psychiatry 52, 11–19.
Hedges LV, Olkin I (1985). Statistical Methods for
Meta-Analysis. Academic Press: San Diego, CA.
Higgins JPT, Altman DG, Gøtzsche PC, Jüni P, Moher D,
Oxman AD, Savović J, Schulz KF, Weeks L, Sterne JAC
(2011). The Cochrane Collaboration’s tool for assessing
risk of bias in randomised trials. British Medical Journal
343, d5928.
Higgins JPT, Thompson SG, Deeks JJ, Altman DG (2003).
Measuring inconsistency in meta-analyses. British Medical
Journal 327, 557–560.
Hirschfeld RMA, Montgomery SA, Keller MB, Kasper S,
Schatzberg AF, Möller H-J, Healy D, Baldwin D,
Humble M, Versiani M, Montenegro R, Bourgeois M
(2000). Social functioning in depression: a review. Journal of
Clinical Psychiatry 61, 268–275.
Horowitz LM, Alden LE, Wiggins JS, Pincus AL (2000).
Inventory of Interpersonal Problems Manual. Harcourt
Assessment, The Psychological Corporation: Oxford, UK.
Judd LL, Akiskal HS, Zeller PJ, Paulus M, Leon AC,
Maser JD, Endicott J, Coryell W, Kunovac JL, Mueller TI,
Rice JP, Keller MB (2000). Psychosocial disability
during the long-term course of unipolar major depressive
disorder. Archives of General Psychiatry 57, 375–380.
Kazdin AE (2007). Mediators and mechanisms of change in
psychotherapy research. Annual Review of Clinical
Psychology 3, 1–27.
Klein MH, Greist JH, Gurman AS, Neimeyer RA, Lesser DP,
Bushnell NJ, Smith RE (1985). A comparative outcome
study of group psychotherapy vs. exercise treatments
for depression. International Journal of Mental Health 13,
148–177.
Laidlaw K, Davidson K, Toner H, Jackson G, Clark S, Law J,
Howley M, Bowie G, Connery H, Cross S (2008).
A randomised controlled trial of cognitive behaviour
therapy vs treatment as usual in the treatment of mild to
moderate late life depression. International Journal of
Geriatric Psychiatry 23, 843–850.
Leon AC, Solomon DA, Mueller TI, Turvey CL, Endicott J,
Keller MB (1999). The Range of Impaired Functioning
Tool (LIFE-RIFT): a brief measure of functional impairment.
Psychological Medicine 29, 869–878.
Lynch D, Tamburrino M, Nagel R, Smith MK (2004).
Telephone-based treatment for family practice patients with
mild depression. Psychological Reports 94, 785–792.
Lynch DJ, Tamburrino MB, Nagel R (1997). Telephone
counseling for patients with minor depression: preliminary
ﬁndings in a family practice setting. Journal of Family
Practice 44, 293–298.
Miller L, Weissman M (2002). Interpersonal psychotherapy
delivered over the telephone to recurrent depressives : a
pilot study. Depression and Anxiety 16, 114–117.
Mintz J, Mintz LI, Arruda MJ, Hwang SS (1992). Treatments
of depression and the functional capacity to work.
Archives of General Psychiatry 49, 761–768.
Miranda J, Chung JY, Green BL, Krupnick J, Siddique J,
Revicki DA, Belin T (2003). Treating depression in
predominantly low-income young minority women: a
randomized controlled trial. Journal of the American Medical
Association 290, 57–65.
Mynors-Wallis LM, Gath DH, Lloyd-Thomas AR,
Tomlinson D (1995). Randomised controlled trial
comparing problem solving treatment with amitriptyline
and placebo for major depression in primary care. British
Medical Journal 310, 441–445.
Neugebauer R, Kline J, Markowitz JC, Bleiberg KL, Baxi L,
Rosing MA, Levin B, Keith J (2006). Pilot randomized
controlled trial of interpersonal counseling for
subsyndromal depression following miscarriage. Journal of
Clinical Psychiatry 67, 1299–1304.
Effect of psychotherapy for depression on social functioning 13
O’Hara MW, Stuart S, Gorman LL, Wenzel A (2000).
Efﬁcacy of interpersonal psychotherapy for postpartum
depression. Archives of General Psychiatry 57, 1039–1045.
ONS (2012). Sickness Absence in the Labour Market, April 2012.
Ofﬁce for National Statistics (www.ons.gov.uk/ons/
dcp171776_265016.pdf).
Perini S, Titov N, Andrews G (2009). Clinician-assisted
internet-based treatment is effective for depression:
randomized controlled trial. Australian and New Zealand
Journal of Psychiatry 43, 571–578.
Propst LR, Ostrom R, Watkins P, Dean T, Mashburn D
(1992). Comparative efﬁcacy of religious and nonreligious
cognitive-behavioral therapy for the treatment of clinical
depression in religious individuals. Journal of Consulting and
Clinical Psychology 60, 94–103.
Scott J, Teasdale JD, Paykel ES, Johnson AL, Abbott R,
Hayhurst H, Moore R, Garland A (2000). Effects of
cognitive therapy on psychological symptoms and social
functioning in residual depression. British Journal of
Psychiatry 177, 440–446.
Serfaty MA, Haworth D, Blanchard M, Buszewicz M,
Murad S, King M (2009). Clinical effectiveness of
individual cognitive behavioral therapy for depressed older
people in primary care: a randomized controlled trial.
Archives of General Psychiatry 66, 1332–1340.
Sheehan D (1983). The Anxiety Disease. Scribner’s: New York.
Simpson S, Corney R, Fitzgerald P, Beecham J (2003). A
randomized controlled trial to evaluate the effectiveness
and cost-effectiveness of psychodynamic counselling for
general practice patients with chronic depression.
Psychological Medicine 33, 229–239.
Solomon DA, Leon AC, Endicott J, Mueller TI, Coryell W,
Shea MT, Keller MB (2004). Psychosocial impairment
and recurrence of major depression. Comprehensive
Psychiatry 45, 423–430.
Talbot NL, Chaudron LH, Ward EA, Duberstein PR,
Conwell Y, O’Hara MW, Tu X, Lu N, He H, Stuart S
(2011). A randomized effectiveness trial of interpersonal
psychotherapy for depressed women with sexual abuse
histories. Psychiatric Services 62, 374–380.
van Schaik A, van Marwijk H, Adèr H, van Dyck R,
de Haan M, Penninx B, van der Kooij K, van Hout H,
Beekman A (2006). Interpersonal psychotherapy for elderly
patients in primary care. American Journal of Geriatric
Psychiatry 14, 777–786.
Vitriol VG, Ballesteros ST, Florenzano RU, Weil KP,
Benadof DF (2009). Evaluation of an outpatient
intervention for women with severe depression and
a history of childhood trauma. Psychiatric Services 60,
936–942.
Vittengl JR, Clark LA, Jarrett RB (2004). Improvement in
social-interpersonal functioning after cognitive therapy
for recurrent depression. Psychological Medicine 34,
643–658.
Vittengl JR, Clark LA, Jarrett RB (2009). Deterioration in
psychosocial functioning predicts relapse/recurrence after
cognitive therapy for depression. Journal of Affective
Disorders 112, 135–143.
Ward E, King M, Lloyd M, Bower P, Sibbald B, Farrelly S,
Gabbay M, Tarrier N, Addington-Hall J (2000).
Randomised controlled trial of non-directive counselling,
cognitive-behaviour therapy, and usual general practitioner
care for patients with depression. I: Clinical effectiveness.
British Medical Journal 321, 1383–1388.
Ware JE Jr., Sherbourne CD (1992). The MOS 36-item
short-form health survey (SF-36). I. Conceptual framework
and item selection. Medical Care 30, 473–483.
Watkins JT, Leber WR, Imber SD, Collins JF, Elkin I,
Pilkonis PA, Sotsky SM, Shea MT, Glass DR (1993).
Temporal course of change of depression. Journal of
Consulting and Clinical Psychology 61, 858–864.
Watt LM, Cappeliez P (2000). Integrative and instrumental
reminiscence therapies for depression in older adults:
intervention strategies and treatment effectiveness. Aging
and Mental Health 4, 166–177.
Weissman M, Markowitz J, Klerman G (2000).
Comprehensive Guide to Interpersonal Psychotherapy.
Basic Books: New York.
Weissman MM, Prusoff BA, Thompson WD, Harding PS,
Myers JK (1978). Social adjustment by self-report in a
community sample and in psychiatric outpatients. Journal of
Nervous and Mental Disease 166, 317–326.
WHO (1948). Preamble to the Constitution of the World
Health Organization as adopted by the International
Health Conference, New York, 19–22 June, 1946; signed
on 22 July 1946 by the representatives of 61 States
(Ofﬁcial Records of the World Health Organization, no. 2,
p. 100) and entered into force on 7 April 1948. World Health
Organization: Geneva.
Zimmerman M, McGlinchey JB, Posternak MA,
Friedman M, Attiullah M, Boerescu D (2006). How should
remission from depression be deﬁned? The depressed
patient’s perspective. American Journal of Psychiatry 163,
148–150.
14 F. Renner et al.
